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Abstract
Introduction: Control of bleeding due to locally invasive disease is of paramount importance in
the management of cancer patients. This study was undertaken to explore the outcomes of
palliative intent hypofractionated radiation therapy (HRT) in advanced stage pelvic
malignancies that presented with bleeding.
Methods: This study enrolled patients treated with palliative intent hypofractionated radiation
therapy from July 2015 to November 2017. In the inclusion criteria, all these patients had the
common presenting complaint of bleeding from the tumor. These patients were not treated
with radiation therapy before for the same indication. Patients with known bleeding disorders
and those undergoing parallel interventions for bleeding control were excluded from the study.
Bleeding was categorized based on the World Health Organization (WHO) scale for the
classification of bleeding. Response assessment was classified into a complete response, partial
response and no response. A comparison was made for the bleeding scale before and after HRT
using the Wilcoxon signed rank test. The comparison of mean hemoglobin levels before and
after the HRT was calculated by paired t-test.
Results: Forty-two patients with advanced pelvic malignancies qualified for inclusion in the
study after applying the inclusion/exclusion criteria. Among those analyzed, the median age
was 67 years (range 37 – 95 years). The male and female proportion was 38% and 62%
respectively. Different cancers included uterine cancer 31%, cervical cancer 24%, bladder
cancer 21%, rectal cancer 17% and vulvar cancer in 7%. The baseline bleeding scale in these
cases was found to be grade 1 in 12%, grade 2 in 55% and grade 3 in 33% cases. The median dose
in our cohort was 20 Gy in five fractions over one week (range was 8 Gy to 40 Gy). Following
HRT, the WHO bleeding score at one month was recorded as grade 0 in 57%, grade 1 in 31%,
grade 2 in 7%, grade 3 in 5% and grade 4 in none. Toxicity profile did not show any grade 3 or
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above acute toxicity in the study. Response rates were 57% complete response, 36% partial
response and 7% no response. The mean hemoglobin level post-treatment versus pre-treatment
was found to be 9.6 g/dL versus 7.3 g/dL.
Conclusions: Hypofractionated radiotherapy was found to be a safe and effective non-invasive
palliative treatment modality for securing hemostasis in advanced pelvic malignancies that
presented with bleeding.
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Introduction
Radiation therapy (RT) plays a significant role in the treatment of cancers either as a single
definitive therapy or as a part of multimodality treatment. It is well learned from clinical
practice that when tumors progress, the chances of bleeding increase with around 6-10% of
advanced malignancies presenting with bleeding [1]. This may be in the form of epistaxis,
hemoptysis, hematemesis, hematochezia, melena, vaginal bleeding, and or ulcerated skin
lesions. This condition could lead to severe consequences when bleeding is unresponsive to
conservative management, and the patient is unfit to undergo surgical intervention as in
unresectable locally invasive tumors or poor performance status of the patient [2-3]. Sometimes
the available options in the management of bleeding are known to give rise to significant
complications [4-5]. Here the role of radiation therapy as a non-invasive local hemostatic agent
becomes paramount [6-7]. Because if not adequately controlled, bleeding can impart
significant impact on patient morbidity and mortality; and may even lead to death in
uncontrolled cases [1].
Hemoglobin level of less than 6.5 g/dL is categorized as life-threatening, and blood transfusion
is the only intervention option for patients who require immediate correction of anemia [2].
According to the guidelines published by the American Association of Blood Banks [8],
transfusion is recommended for hospitalized patients without cardiovascular disease targeting
the threshold of hemoglobin level of 7 to 8 g/dL and depending on their symptoms. Mechanism
of action of radiation therapy as a hemostatic agent is attributable to its role in enhanced
platelet adhesion to the extracellular matrix of human endothelial cells by an increase in the
release of von Willebrand factor [9] while the long-term effects as a hemostatic agent could be
explained by the vessel fibrosis combined with tumor remission [10].
In historical cohorts, radiation therapy has been used in various fractionation schedules to
control bleeding (conventional and hypofractionated) [2-3, 6-7]. Based on these features, RT
can prove to be a quick and effective treatment option in the palliative management of
bleeding malignancies [1-3, 11-12]. Further, bleeding with advanced cancer is not only a
significant source of distress to the patients and their families, but also results in poor quality
of life, which is mainly attributed to prolonged hospitalization [2,11].
Hypofractionated radiotherapy in this setting could alleviate the sufferings and deliver a safe
and effective palliative management modality for controlling symptomatic bleeding
malignancies with minimal side effects or complications to preserve the quality of life
(QoL) [11-12]. The role of hypofractionated RT as a non-invasive treatment option in advanced
stage pelvic malignancies presenting with bleeding warrants further investigation due to the
scarcity of literature in this subject area. This study was undertaken to explore the outcomes
after hypofractionated radiation therapy (HRT) in advanced stage pelvic malignancies
presenting with bleeding.
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Materials And Methods
Study design
It was a prospective single arm, uncontrolled, single institutional study. This study enrolled all
the cases of advanced pelvic malignancies presenting with bleeding that were treated with
palliative intent hypofractionated radiation therapy at the Radiation Oncology Department of
King Fahad Medical City (KFMC), Riyadh, Saudi Arabia from July 2015 to October 2017.
Inclusion and exclusion criteria
The inclusion criteria included advanced stage locally invasive pelvic malignancies, cases
presenting with bleeding. The exclusion criteria included treatment with other hemostatic
procedures (surgery, embolization, cautery, etc.), patients on continuous anticoagulation or
other hematological parameter modifying agents, and those patients suffering from known
congenital bleeding problems and hematological malignancies.
Objectives and tools
The primary objective of our study was to assess the efficacy of hypofractionated radiotherapy
used with palliative intent to secure hemostasis in patients with locally invasive pelvic
malignancies presenting with bleeding at KFMC radiation oncology department. The secondary
objective of our study was to determine the safety of palliative intent hypofractionated
radiotherapy. Our primary endpoint was bleeding at one-month post-HRT. The secondary
endpoint was bleeding scale and toxicity at one-month post-HRT.
The bleeding scale was based on the World Health Organization (WHO) classification [13] with
0 = no bleeding, 1 = petechial bleeding, 2 = clinically significant bleeding, not requiring
transfusion, 3 = bleeding requiring transfusion, and 4 = bleeding associated with fatality.
The response assessment was based on clinical exam and evaluation in the clinic at the time of
follow-up. Complete response (CR) was defined as no bleeding at one-month post-HRT.  Partial
response (PR) was a subjective decrease in bleeding at one-month post-HRT. No response (NR)
was no change or increase in bleeding at one-month post-HRT. For further subset analysis, a
satisfactory response was labeled if the bleeding at one-month post-HRT was either grade 0 or 1
based on WHO classification.
The toxicity was graded based on the common terminology criteria for adverse events (CTCAE)
classification [14]. The European Cooperative Oncology Groups (ECOG) classification [15] was
used for categorizing the performance status of patients. 0 = fully active, asymptomatic, 1 =
symptomatic, fully ambulatory, 2 = symptomatic, in bed less than 50% of the day, 3 =
symptomatic, in bed more than 50% of the day, but not bedridden, 4 = totally bedridden, and 5 =
dead.
Data collection and statistical analysis
The study was initiated after formal approval from the institutional review board (IRB).
Informed consent was obtained from the patients. Data was collected on questionnaires and
then uploaded onto a common database.  The main variables collected included age, gender,
and diagnosis, presenting symptom, radiation dose and fractionation, pre and post treatment
grade of bleeding, pre and post treatment hemoglobin, toxicities, and the last follow up.
Response assessment was categorized into a complete response, partial response and no
response. Qualitative variables were presented as frequencies and percentages. Descriptive
analysis was applied for quantitative variables (mean, median, range and standard deviation).
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Demographic information is shown in the form of tables. A comparison was made for the
bleeding scale before and after HRT using the Wilcoxon signed rank test. The comparison of
mean hemoglobin levels before and after the HRT was calculated by paired t-test. Potential
associations between bleeding control and different variables were estimated using Chi-square
test. A p-value of less than 0.05 was considered as statistically significant. Data were analyzed
with the Statistical Package for Social Sciences (SPSS) for Windows, version 22.0 IBM Corp.,
Armonk, NY.
Results
Forty-two patients with advanced pelvic malignancies qualified for inclusion in the study after
applying the inclusion/exclusion criteria. Among those analyzed, the median age was 67 years
(range 37 – 95 years). The male and female proportion was 38% and 62% (n=16 and 26),
respectively. Different cancers included uterine cancer 31% (n=13), cervical cancer 24% (n=10),
bladder cancer 21% (n=9), rectal cancer 17% (n=7), and vulvar cancer in 7% (n=3) [Table 1]. The
baseline WHO bleeding scale in these cases was found to be grade 1 in 12% (n=5), grade 2 in
55% (n=23) and grade 3 in 33% (n=14) cases. The median dose in our cohort was 20 Gy in five
fractions over one week (range was 8 Gy to 40 Gy).
Types of cancer Total %
Uterus 13 31%
Cervix 10 24%
Bladder 9 21%
Rectum 7 17%
Vulva 3 7%
Total 42 100%
TABLE 1: Frequency distribution of diagnosis
Following HRT, the WHO bleeding score recorded at one-month post treatment was grade 0 in
57% (n = 24), grade 1 in 31% (n = 13), grade 2 in 7% (n = 3), grade 3 in 5% (n = 2) and grade 4 in
none (n = 0) [Table 2]. Response rates were 57% complete response, 36% partial response and
7% no response.
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WHO Bleeding Grade
At baseline At one month
n % n %
G0 0 0 24 57%
G1 5 12% 13 31%
G2 23 55% 3 7%
G3 14 33% 2 5%
G4 0 0 0 0
Total 42 100% 42 100%
TABLE 2: Frequency distribution of WHO bleeding grade at baseline and one-month
post treatment
WHO: World Health Organization
In the sub-category analysis, a satisfactory outcome assessment was performed. The study
results showed that patients ≤60 years of age (n=18) achieved a satisfactory outcome in 78%
cases (n=14) whereas patients >60 years of age (n=24) achieved a satisfactory outcome in 54%
cases (n=13). Male patients (n=16) achieved a satisfactory outcome in 80% cases (n=13). Female
patients (n=26) achieved satisfactory outcome in 73% cases (n=19). Similarly, the patients with
the endometrial cervical (squamous cell) cancer were 10, in which satisfactory outcome was
achieved in all cases (100%). Statistically, an insignificant difference was found between the age
and gender with the outcome, and a statistically significant difference was found between the
outcome with the type of cancer, i.e., p-values = 0.196 (age), 0.447 (gender), and 0.002 (cancer
type) respectively [Table 3].
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Satisfactory Outcome
Total % p-value
No Yes
Age (years)
≤ 60 4 14 18 78%
0.196
> 60 11 13 24 54%
Gender
Male 3 13 16 81%
0.447
Female 7 19 26 73%
Type of cancer
Cervix 0 10 10 100%
0.002*
Others 5 27 32 84%
TABLE 3: Comparison of outcome with age, gender and type of diagnosis
Satisfactory outcome = WHO Grade 0 or 1 bleeding at one-month post-RT
*significant p-value (p <0.05)
WHO: World Health Organization, RT: radiation therapy
The mean hemoglobin level post-treatment versus mean hemoglobin level pre-treatment was
found to be 9.6 g/dL versus 7.3 g/dL (p = 0.04) at one-month post-RT. Toxicity profile did not
show any grade 3 or above acute toxicity in the study [Table 4].
Hemoglobin (g/dL) At baseline At one-month
Mean 7.34 9.62
SD 1.81 2.36
Minimum 5.66 7.41
Maximum 9.64 11.67
p-value 0.04*
TABLE 4: Descriptive statistics of hemoglobin at baseline and one-month post-
treatment
p-value for mean hemoglobin at baseline compared to that at one-month post-treatment
*siginificant p-value (p <0.05)
SD: standard deviation
Discussion
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Bleeding occurs in approximately 6–10% of the patients with advanced cancer which is mainly
attributed to the failure of local healing pathways. For the treating physician, it poses a clinical
challenge as in some patients it may be the immediate cause of death. Pereira and Phan
evaluated multiple modalities used in the management of hemorrhage in advanced
malignancies [1]. Systemic treatments include blood products, vitamin K, vasopressin or
desmopressin, somatostatin analogs, and antifibrinolytic agents. Local modalities include
topical hemostatic agents, dressings, endoscopy, vessel ligation, tissue resection, cauterization,
styptics, transcutaneous arterial embolization, or balloon placement [16]. Radiation therapy
has been used as the first line of treatment for controlling active bleeding in tumors in cases
where other local therapies have failed, thereby producing durable response rates [17-21]. A
study by Biswal et al. [19] showed that HRT used in the management of bleeding carcinomas of
the uterine cervix secured a bleeding-control rate of 100% within 48 hours following HRT,
which appears to be in concordance with our study. Another study on gynecological cancers
determining the hemostatic effect of RT was done by Kraiphibul et al. [22] in which 63% of cases
of cancer-related bleeding were controlled within three fractions of HRT and 97% within five
fractions of HRT. In our study, we assessed the treatment efficacy at one-month post-treatment
and found out to have a 57% complete response in bleeding malignancies of the pelvic area.
Langendijk et al. [23] study on non-small cell lung cancer treated with HRT found a sufficient
reduction in hemoptysis in 83% of cases. Similarly, Brundage et al. [24] have shown an 80%
reduction in bleeding in non-small cell lung cancers. HRT has proven role in improving the
subjective condition of bleeding patients. A published analysis by Lee et al. [20] reviewing 30
patients with gastric cancer bleeding found improvement in hemoglobin levels and decreased
the need for blood transfusions in 91% of cases following treatment with HRT. In our cohort, we
demonstrated a clinical response in terms of bleeding control with the mean hemoglobin scores
improved at one-month follow up after HRT, i.e., 9.6 g/dL at one-month versus 7.3 g/dL at
presentation (p = 0.04). Although in our study, we did not control for other hemostatic
measures after delivery of HRT. Cihoric et al. [11] in their study reported a significant bleeding
response in terms of control rates, 95% for uterovaginal lesions, 100% for the lung lesions and
90% for upper GI lesions at the end of HRT. This study remains one of the most extensive
retrospective studies evaluating the role of HRT in different types of malignancies. In our study,
we achieved 100% control rate in our cervical cancer patient subgroup, whereas other cancers
also showed promising results regarding bleeding control and response assessment.
Various fractionation schedules (hypofractionated or conventional) in radiation therapy have
been used to address the bleeding malignancies. In some studies, hypofractionated RT has been
reported to be as effective as the standard fractionation regimens [23-24]. In patients with
gastric cancer bleeding, dose fractionation regimen has ranged from an 8-Gy single fraction to
40 Gy in 16 fractions [17, 20, 25]. In a study by Asakura et al. [21], they used a schedule of 30 Gy
in 10 fractions using a 6, 10 or 18-MV linear accelerator and found it to be adequate for
palliation of advanced gastric cancer with bleeding. In our cohort, our median dose for
controlling bleeding was 20 Gy delivered in five fractions over one week. We also used single
fraction 8 – 10 Gy in cases with poor ECOG performance status and limited life expectancy. The
second most common fractionation schedule in our study was 30 Gy in 10 fractions over two
weeks.
A study by Mustafa et al. [26] described radiotherapy as a successful, time-efficient, cost-
effective, and safe modality to alleviate the symptoms of cancer patients in their advanced
stages. In their study the overall response rate after two weeks of completion of RT was 65%;
the median follow-up of the patients was 109 days (range 7-280 days). The overall long-term
symptom control was 20%. One study conducted by Srinivasan et al. [27] quoted the success
rate of HRT up to 59% in advanced bladder cancer cases that presented with bleeding. Various
studies have shown the hemostatic effectiveness of palliative radiotherapy in uterine and rectal
cancer [28-29]. A study by Rasool et al. [30] concluded 88% response rate (n=22) in their study
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of 25 patients with a complete cessation of bleeding following HRT. They used two schedules,
and both of the 15 Gy and 20 Gy dose schedules were equal in terms of efficacy. Treatment was
well tolerated in both protocols without any significant adverse events. They concluded HRT to
be a safe and effective option for controlling tumor bleeding. Similarly, our study did not reveal
any grade 3 toxicity in our cohort. Our overall complete response rate was 57% and partial
response in 36% cases. Our median dose delivered was 20 Gy, and we did not compare with
other fractionation schedules. In our subgroup analysis, gender and age did not appear to have
a statistically significant effect on the outcome, whereas the correlation of tumor type with the
outcome was statistically significant (p = 0.002).  
The lack of data and limited available literature in this subject area warrants further
investigation to evaluate and determine the factors that would be crucial in establishing the
efficacy, safety and optimal dose in securing hemostasis in bleeding malignancies. This study is
presumed to contribute to filling the gap in this area by adding the experience from a tertiary
care institute from Saudi Arabia. Our limitations of the study include smaller sample size that
restricted us randomization and controlled comparison to other fractionation regimens,
analysis of limited types of tumors, shorter follow-up and not assessing the role of other
hemostatic measures in the post-treatment period. A multi-institutional approach and a larger
sample size, employing a control arm to compare the efficacy of different fractionation
regimens would be an ideal study to assess the comparative efficacy and establish ideal
fractionation regimen to attain hemostasis in this patient group.
Conclusions
Hypofractionated radiotherapy appears to be a safe and effective non-invasive palliative
treatment modality for securing hemostasis in advanced pelvic malignancy patients that
presented with bleeding.
Additional Information
Disclosures
Human subjects: Consent was obtained by all participants in this study. KFMC Institutional
Review Board (IRB) issued approval 10471. All the data was collected, stored, and analyzed in a
de-identified form (without patient name or date of birth). The data was kept under lock and
key, under the custody of the principal investigator. No patient identifying information has
been used in the text of this article. Animal subjects: All authors have confirmed that this
study did not involve animal subjects or tissue. Conflicts of interest: In compliance with the
ICMJE uniform disclosure form, all authors declare the following: Payment/services info: All
authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no
financial relationships at present or within the previous three years with any organizations that
might have an interest in the submitted work. Other relationships: All authors have declared
that there are no other relationships or activities that could appear to have influenced the
submitted work.
References
1. Pereira J, Phan T: Management of bleeding in patients with advanced cancer . Oncologist.
2004, 9:561-570. 10.1634/theoncologist.9-5-561
2. Chihiro Kondoh, Kohei Shitara, Motoo Nomura, et al.: Efficacy of palliative radiotherapy for
gastric bleeding in patients with unresectable advanced gastric cancer: a retrospective cohort
study. BMC Palliat Care. 2014, 14:37. 10.1186/s12904-015-0034-y
3. Lacarrière E, Smaali C, Benyoucef A, Pfister C, Grise P: The efficacy of hemostatic
radiotherapy for bladder cancer-related hematuria in patients unfit for surgery. Int Braz J
2018 Shuja et al. Cureus 10(2): e2137. DOI 10.7759/cureus.2137 8 of 10
Urol. 2013, 39:808-816. 10.1590/S1677-5538.IBJU.2013.06.06
4. Loftus EV, Alexander GL, Ahlquist DA, et al.: Endoscopic treatment of major bleeding from
advanced gastroduodenal malignant lesions. Mayo Clin Proc . 1994, 69:736-740.
5. Lupascu C, Andronic D, Ursulescu C, et al.: Palliative gastrectomy in patients with stage IV
gastric cancer--our recent experience. Chirurgia (Bucur). 2010, 105:473-6.
6. Ferris FD, Bezjak A, Rosenthal SG.: The palliative uses of radiation therapy in surgical
oncology patients. Surg Oncol Clin N Am. 2001, 10:185-201.
7. Onsrud M , Hagen B , Strickert T : 10-Gy single-fraction pelvic irradiation for palliation and
life prolongation in patients with cancer of the cervix and corpus uteri. Gynecol Oncol. 2001,
82:167-171.
8. Carson JL, Grossman BJ, Kleinman S, et al.: Red blood cell transfusion: a clinical practice
guideline from the AABB. Ann Intern Med. 2012, 157:49-58. 10.7326/0003-4819-157-1-
201206190-00429
9. Verheij M, Dewit LG, Boomgaard MN, Brinkman HJ, van Mourik JA.: Ionizing radiation
enhances platelet adhesion to the extracellular matrix of human endothelial cells by an
increase in the release of von Willebrand factor. Radiat Res. 1994, 137:202-7.
10.2307/3578813
10. Yarnold J, Brotons MC.: Pathogenetic mechanisms in radiation fibrosis . Radiother Oncol.
2010, 97:149-61.
11. Cihoric N, Crowe S, Eychmüller S, Aebersold DM, Ghadjar P: Clinically significant bleeding in
incurable cancer patients: effectiveness of hemostatic radiotherapy. Radiat Oncol. 2012,
7:132. 10.1186/1748-717X-7-132
12. Aljabab S, Cheung P, Dennis K, Morgan S: Hemostatic radiation therapy in advanced bladder
cancer: a single-institution review. Int J Radiat Oncol Biol Phys. 2014, 90:696.
13. Webert K, Cook RJ, Sigouin CS, Rebulla P, Heddle NM.: The risk of bleeding in
thrombocytopenic patients with acute myeloid leukemia. Haematologica. 2006, 91:1530-7.
14. Common Terminology Criteria for Adverse Events (CTCAE) . (2010). Accessed: January 25,
2018: https://evs.nci.nih.gov/ftp1/CTCAE/CTCAE_4.03_2010-06-
14_QuickReference_8.5x11.pdf.
15. Oken MM, Creech RH, Tormey DC, Horton J, Davis TE, McFadden ET, Carbone PP: Toxicity
and response criteria of the Eastern Cooperative Oncology Group. Am J Clin Oncol. 1982, 6:
16. Ghahestani SM, Shakhssalim N: Palliative treatment of intractable hematuria in context of
advanced bladder cancer: a systematic review. Urol J. 2009, 6:3.
17. Tey J, Back MF, Shakespeare TP, et al.: The role of palliative radiation therapy in symptomatic
locally advanced gastric cancer. Int J Radiat Oncol Biol Phys. 2007, 67:385-8.
18. Barnes EA, Breen D, Culleton S, Zhang L, Kamra J, Tsao M, Balogh J.: Palliative radiotherapy
for non-melanoma skin cancer. Clin Oncol (R Coll Radiol). 2010, 22:844-9.
19. Biswal BM, Lal P, Rath GK, Mohanti BK.: Hemostatic radiotherapy in carcinoma of the uterine
cervix. Int J Gynaecol Obstet. 1995, 50:281-5. 10.1016/0020-7292(95)02454-K
20. Lee JA, Lim DH, Park W, Ahn YC, Huh SJ.: Radiation therapy for gastric cancer bleeding .
Tumori. 2009, 95:726-30.
21. Asakura H, Hashimoto T, Harada H, et al.: Palliative radiotherapy for bleeding from advanced
gastric cancer: is a schedule of 30 Gy in 10 fractions adequate?. J Cancer Res Clin Oncol. 2011,
137:125-30.
22. Kraiphibul P, Srisupundit S, Kiatgumjaikajorn S, Pairachvet V.: The experience in using whole
pelvic irradiation in management of massive bleeding from carcinoma of the uterine cervix. J
Med Assoc Thai. 1993, 76:78-81.
23. Langendijk JA, Aaronson NK, de Jong JM, ten Velde GP, Muller MJ, Slotman BJ, Wouters EF.:
Quality of life after curative radiotherapy in Stage I non-small-cell lung cancer . Int J Radiat
Oncol Biol Phys. 2002, 53:847-53.
24. Brundage MD, Bezjak A, Dixon P, Grimard L, Larochelle M, Warde P, Warr D.: The role of
palliative thoracic radiotherapy in non-small cell lung cancer. Can J Oncol. 1996, 6 :25-32.
25. Hashimoto K, Mayahara H, Takashima A, et al.: Palliative radiation therapy for hemorrhage of
unresectable gastric cancer: a single institute experience. J Cancer Res Clin Oncol. 2009,
135:1117-23.
26. Mustafa SA, Ismail M, Banday SZ, Patigaroo AR, Rasool MT, Nabi MG: Scenario of palliative
radiotherapy at a cancer centre in kashmir. International Journal of Scientific Study. 2016,
3:153-159.
2018 Shuja et al. Cureus 10(2): e2137. DOI 10.7759/cureus.2137 9 of 10
27. Srinivasan V, Brown CH, Turner AG.: A comparison of two radiotherapy regimens for the
treatment of symptoms from advanced bladder cancer. Clin Oncol (R Coll Radiol). 1994, 6:11-
13.
28. Im JH, Yoon HI, Kim S, et al.: Tailored radiotherapeutic strategies for disseminated uterine
cervical cancer patients. Radiat Oncol. 2015, 10:77. 10.1186/s13014-015-0373-0
29. Cameron MG KC, Vistad I, Fosså S, Guren MG.: Palliative pelvic radiotherapy of symptomatic
incurable rectal cancer–a systematic review. Acta Oncol. 2014, 53:164–173.
10.3109/0284186X.2013.837582
30. Rasool MT, Manzoor NA, Mustafa SA, Maqbool LM, Afroz F.: Hypofractionated radiotherapy
as local hemostatic agent in advanced cancer. Indian J Palliat Care.. 2011, 17:219–221.
10.4103/0973-1075.92339
2018 Shuja et al. Cureus 10(2): e2137. DOI 10.7759/cureus.2137 10 of 10
